Though our own advocacy of conservative surgery may be partly demolished in the process, we would earnestly ask all workers to give very careful attention to this problem of local recurrence. In the meantime it is our considered opinion that, in the absence of any more exact method for really accurate pre-operative assessment of our cases, the greatest good and the least harm will be done to the largest number if less radical surgical methods together with radiotherapy are used in the great majority of cases.-We are, etc., R. S. MURLEY. Radlett, Herts. I. G. WILLIAMS. REFERENCE Williams, I. G., and Cunningham, G. J. (1951) . Brit. J. Radiol., 24, 123. Malaria in Neighbouring Londoners SIR,-The article by Drs. G. S. Crockett and K. Simpson (Journal, November 21, p. 1141) was of considerable interest to me. In 1950, with the co-operation of Mr. A. W. Leftwich, biology master, and the boys of the Wellingborough Grammar School, I carried out a survey of the different species of mosquitoes in the area. This area, which is a rectangle bounded by National Grid Lines E4/83 to E4/98 and N2/64 to N2/70, covers about 50,485 acres and includes the junction of the rivers Ise and Nene. The total number of specimens examined by us was 557, and of these 20 were of anopheline mosquitoes. The anopheline variety was Anopheles maculipennis and its subdivisions. Although the survey was far from being complete, it did show that the anopheline mosquito was no rarity in the district.
I appreciate the difficulty experienced by the writers of the article in finding the breeding ground of the anopheline mosquito, as we, too, experienced difficulty. We found the anopheline breeding in shallow reed-grown pools of overflow water from the river Nene. We also found some breeding in a water tank situated on the outskirts of a small town. The breeding grounds of the Culex variety were found much more easily. Adult anopheline were found to range one to two miles from their breeding grounds, and of course, if a swarm were caught by a wind, could be transported much further distances. This article brings to mind that, with air transport and persons returning from malarious countries, given a certain period of warm weather for the malarial cycle to be completed, there is always the potential danger of primary malaria being contracted in England.
As a matter of interest, of the 30 or more known British species of mosquito, only six were found in this district. The species and numbers of specimens were as follows: Theobaldia annulata, 14; Theobaldia (cutlicella) morsitans, 18; Aedes (ochlerotatus) rusticus, 27; Aedes cantans (formerly ochlerotatus waterhoutsei), 33; Cutlex pipiens, 445; Anopheles, 20. It is interesting to note that 60 specimens of Aedes ruisticus and Aedes cantans were found. These specimens are related to the Aedes aegyptus, which is associated in Africa with the spread of yellow fever.
Considering the fact that mosquitoes are associated with the spread of diseases in tropical countries, one wonders if they could be the possible vectors of certain diseases in this country.-I am, etc., Wellingborough. P. X. BERMINGHAM.
Costo-clavicular Compression of the Subclavian Vein
SIR,-I read with interest the article by Dr. R. Wyburn-Mason under the above title (Journal, November 28, p. 1198) . It is true that in recent years the conception of costo-clavicular compression of the brachial plexus has been recognized as often giving rise to symptoms formerly attributed to the pressure of a cervical rib or to compression by the scalenus anterior muscle. Unfortunately, the impression that lesions causing dropping or drooping of the shoulder produce costo-clavicular compression of the neuro-vascular bundle is still widely held. It is a fact well known to all anatomy students that when the shoulder descends the clavicle moves anteriorly away from the first rib. The further the shoulder descends the wider does the costoclavicular interval become. Conversely, when the shoulder is raised, as by abducting the arm or retracting (bracing back) the shoulder, the clavicle moves upwards and backwards in the form of an arc, and the costo-clavicular interval becomes narrower.
The relationship of clavicular movements to costoclavicular compression was pointed out by Professor E. D. Telford and myself in the Journal of March 15, 1947 (p. 325) . The production of pain due to dropping of the point of the shoulder is caused by a dragging of the plexus across the tendinous anterior edge of the scalenus medius. Oedema is caused by a similar drag of the vein over the first rib, as shown by Dr. Wyburn-Mason. I quote the comment following the first two case reports in Dr. Wyburn-Mason's article: "It appears, therefore, that when the tip of the shoulder drops because of damage to or tearing of structures normally supporting it the subclavian vein may be compressed as it passes over the first rib, giving rise to venous oedema of the arm." It is significant that the author does not say ". . . compressed by the clavicle as it passes . . . ", and from this comment I think that he does not believe that the clavicle is an agent in this venous compression. The more unfortunate is it, therefore, that costo-clavicular compression is the title of this article.-I am, etc., Middlesbrough S. MOTTERSHEAD. Venepuncture SIR,-In his article on venepuncture (Journal, October 24, p. 930), Dr. L. A. B. Cathie recommends the patient bending the elbow double tightly over the swab after the removal of the needle from the vein. I do not think that this common practice is the best. Not only does it dam blood back in the forearm, but it may also make a short, tight sleeve on a female patient into an effective tourniquet around the contracting arm muscles. In either case a propensity to bruising and bleeding is increased. It seems far better to leave the elbow extended and press the swab with the whole arm slightly raised. This is no more trouble than the usual method, and mishaps are less common.-I am, etc., Liverpool. P. J. TAYLOR.
Fatality Following Penicillin Injection SIR,-It seems desirable in the present state of our knowledge that every fatality following a penicillin injection should be given wide publicity. Here is another fatal case.
An apparently healthy woman, aged 31, who two years previously had been successfully treated in this hospital for phlebitis of the right leg (of unknown origin) with 53 injections of crystalline penicillin, was readmitted on September 21, 1953, for the removal of a chronic appendix. On the morning after admission she was prepared for operation, but on being given the routine pre-operative injection of morphine and atropine she passed into shock, and though she made a perfect recovery the operation was postponed for further examination of her general condition. Four days later, as nothing abnormal had been discovered, she was once more prepared for operation, but it was decided to omit the injection of morphine and atropine. A chronic appendix was removed under cinchocaine spinal anaesthesia (isotonic) and the patient left the theatre in apparently perfect condition, having had no fall of blood pressure or other untoward incident. One and three-quarter hours after being returned to the wards the patient received 50,000 units of crystalline penicillin into the buttock, and immediately, announcing that she was going to die, became cyanosed and pulseless. She succumbed 15 minutes later in spite of artificial respiration with oxygen, injections of nikethamide, caffeine, ouabain, and, finally, adrenaline into the heart. This is the first fatal case following penicillin recorded by this hospital. Two years ago a severe case of shock was observed following the injection of 400,000 units of procaine penicillin given to a syphilitic patient.-I am, etc., Aleppo, Syria. E. H. R. ALTOUNYAN.
